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Abstract
Background  Community health workers’ (CHWs') performance may be affected by several factors interplaying at the 
systemic level. There is a need to study those factors in the indigenous context to devise strategies for optimising the 
CHWs' performance. Hence, this study was conducted to understand the individual, health system and community 
level drivers of CHWs performance in Maternal and Child Health services and to decipher the interactions between 
CHWs and their stakeholders.

Materials and methods  A qualitative inquiry using pragmatic philosophy in a rural setting of Central India (Madhya 
Pradesh) was conducted. Firstly, relatively low and high performing CHWs were identified, and their stakeholders were 
selected through purposive sampling. A total of twenty in-depth interviews of CHWs, including their stakeholders, 
and two focused group discussions with nineteen participants were conducted. Manual thematic analysis was used 
to summarise the drivers of CHWs' performance. The 4 Cs subjective realistic model was created. The 4Cs of the model 
stand for the context of the shared responsibility; the clashes experienced by the CHWs (while working with their 
peers), complications and subsequent coherent measures from the stakeholders' perspective.

Results  The drivers of CHWs' performance were broadly constituted by three categories: contextual level, health 
system level and intrinsic contentment. The contextual factors include transport availability, community behaviour 
and heterogeneity in population. The determinants of health system were irregular incentives, scarcity of drugs, 
lack of peers’ support, patronage and benefaction. The intrinsic contentment was represented with sense of lack 
of recognition, family issues and natural causes. As per the realistic model, the clashes were related to network and 
transport availability, concurrent surveys, irregular incentives and peer support. These clashes led to the incompletion 
of tasks by CHWs which further resulted in supervisory challenges for the peers. The coherent measures suggested 
includes strengthening of supportive supervision and availability of regular incentives and transport.
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Background
World Health Organization defined “Community health 
workers (CHWs) as representatives selected by and 
answerable to the community, they work for with sup-
port from the health system with shorter training than 
professional health workers” [1, 2]. To address the health-
care needs of underserved populations and for resource 
optimization, a strategic approach involving task-shifting 
to the lowest level of the healthcare workforce was intro-
duced. Within this context, the role of CHWs gained 
prominence as a viable solution. In India, the implemen-
tation and development of the CHW programme were 
informed by field-based experiences and proven meth-
odologies from the Comprehensive Rural Health Proj-
ect (CRHP) in Jamkhed and the Society for Education, 
Action and Research in Community Health (SEARCH) 
in the Gadchiroli district. These initiatives played a criti-
cal role in shaping the planning, training, and monitoring 
frameworks of the national CHW strategy [3, 4].

In 2005, India implemented a transformative shift in 
the delivery of public health interventions by introduc-
ing a cadre of CHWs known as Accredited Social Health 
Activists (ASHAs) [5]. The initiative aimed to deploy 
one ASHA per village, typically serving a population of 
approximately 1,000 individuals. The primary responsi-
bility of ASHAs was to facilitate access to essential repro-
ductive, maternal, and child health services, particularly 
among women and children in rural communities.

The CHW programme in India has a set of support-
ive structures at the village level through the Village 
Health Sanitation and Nutrition Committee (VHSNC), 
the Anganwadi workers (AWWs) and the representa-
tion of the gram panchayat. At sub centre level, their 
peers include Auxiliary nurse midwives (ANMs) and 
the Multipurpose workers (MPWs) catering 5–6 vil-
lages [6]. Activity of ASHAs are supported and guided 
by the ASHA facilitator [7]. CHWs in India are com-
pensated through a performance-based incentive (PBI) 
system, wherein remuneration is linked to the specific 
health-related activities they perform [8]. The structure 
and scale of these incentives vary across different states 
of India. In addition to monetary compensation, CHWs 
also receive non-financial incentives to sustain motiva-
tion and engagement. The effectiveness of CHWs has 
been reflected as improvements in several key indicators 
reported through the Health Management Information 
System (HMIS) of India. These include increase in the 
number of pregnant women registered for antenatal care 

(ANC), early registration of pregnancies, the proportion 
of women receiving four or more ANC checkups, and the 
number of newborns who received all seven Home-Based 
Newborn Care (HBNC) visits in cases of home deliveries.

A review of existing literature highlights a diverse 
range of factors such as socio-demographic characteris-
tics, community health system dynamics, and prevailing 
socio-cultural norms as key determinants influencing the 
performance of CHWs [9–11]. These contextual varia-
tions underscore the need to examine CHWs' perfor-
mance within local settings. In this regard, it is essential 
to generate evidence in indigenous contexts, particularly 
in high-focus regions such as Madhya Pradesh, a central 
Indian state where this study was undertaken. The pres-
ent study aims to identify and explore individual, health 
system, and community-level determinants influencing 
CHWs' performance. Special attention is given to CHWs 
categorized as relatively high-performing (RHP) and rela-
tively low-performing (RLP). Furthermore, this study 
also seeks to examine the nature of interactions between 
CHWs and their associated stakeholders.

Methods
Study design and settings
This qualitative study based on pragmatic philosophy was 
conducted in the primary healthcare settings of a rural 
sub-district (Obedullaganj block) of Madhya Pradesh 
state (Central India) with a population of 1,76,221 [12]. 
The latter was declared as high focus state of India due 
to its unique socio-cultural dynamics along with the 
geographical peculiarities fostering scope to improve 
the indicators (in which CHWs share a paramount role). 
The selected study area comprised of three primary 
health centres (PHCs), three community health centres 
(CHCs) and 27 sub-health centres in 2018 catering ser-
vices to 214 villages. In this study, a pragmatic approach 
was employed, grounded in the intention to capture the 
nuanced and dynamic interplay between CHWs and their 
operational environment, emphasizing their lived expe-
riences and interactions with key stakeholders [13]. By 
focusing on practical realities, the pragmatic paradigm 
facilitated the generation of contextually relevant insights 
that can inform policy and programmatic adaptations. 
Such an approach is particularly valuable in complex 
community-based health systems, where variability in 
implementation and performance is influenced by mul-
tiple socio-cultural and systemic factors.

Conclusion  The CHWs' performance was a derivation of inherent context, which was bidirectionally influenced by 
health systems concerns. The stakeholders’ interviews led to in depth understanding of the challenges faced by CHWs 
thereby adding validity to the qualitative inquiry.

Keywords  Primary health care, Community health worker, Health services, Maternal health services
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Participants
We had classified CHWs arbitrarily as RHP or RLP based 
on the incentive received by them in the financial year 
(2017–2018). This stratification was done to explore the 
various factors influencing their performance which 
may or may not differ widely between high and low per-
forming CHWs.Since the population of a village directly 
influences opportunities to provide services and, in turn, 
earn incentives, we divided the villages into three groups. 
Then from each group CHWs were classified as RHP if 
they had earned more than 75th percentile incentive and 
RLP if then had earned less than 25th percentile incen-
tive. The rationale for stratification stems from the opera-
tional reality that, although CHWs are ideally assigned to 
a population of approximately 1,000 individuals, in prac-
tice, there is often one CHW per village, regardless of the 
actual population size. This discrepancy introduces vari-
ability in CHW workload and community engagement, 
which can, in turn, influence performance outcomes. To 
address this heterogeneity and mitigate potential bias, 
CHWs were classified into tertiles based on the distri-
bution of the population they serve. This stratification 
allowed for a more equitable comparison across vary-
ing contextual settings and ensured that the analysis 
accounted for both ends of the population spectrum. 
The schematic representation for this stratification was 
shown in Fig. 1.

Sampling
There were 10 CHWs each for RHP and RLP categories 
selected through purposive sampling (extreme/deviant 
approach) for in depth interviews (IDIs) based on their 
characteristics like experiences, location, willingness to 
express their thoughts etc. Stakeholders of these CHWs 
i.e., 5-community leader (head of village / Sarpanch), 
their immediate supervisors like 5- Auxiliary Nurse 

Midwifes, 2-Multipurpose workers, 3-Lady health visi-
tors, 3- Medical Officers and 2- block level officers were 
selected as they were only few LHVs, MPWs and block 
level officials for the entire block. Two FGDs with one 
FGD involving 10 CHWs of RHP and RLP group each 
were planned.

Data collection procedure
Initially, in-depth interviews (IDIs) were conducted to 
explore the phenomena, followed by focus group dis-
cussions (FGDs) to validate the findings and gather 
additional insights. The responses from the IDIs were 
then used to develop relevant probes for stakehold-
ers, allowing further testing and refinement of the con-
cept. IDI and FGD guides were developed in vernacular 
(Hindi) language and the English language version of 
the interview guide is shared in Additional file 1. Writ-
ten informed consent was obtained before each interview 
/ FGDs. Before the commencement of the FGD and IDI, 
formal introduction about the interviewers including the 
purpose of the study and the reason for this discussion 
was explained. There were three interviewers consisting 
of a facilitator (MM) for further probing and two (RG, 
AP) interviewers for taking field notes. The response of 
the participants was audio recorded.

IDIs
Most of the IDIs lasted for at least 20–30 min. Some of 
the IDIs with Medical officers and block level officials 
were conducted by (MM, RG) and parallel notes of the 
responses were taken. IDIs of CHWs were conducted 
during March to September 2019 and that of other stake-
holders between February- March 2020. IDIs were taken 
until data saturation was achieved.

Fig. 1  Schematic representation of the stratification of RHP and RLP CHWs by their PBI and population in the rural Indian setting of our study [14]
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FGDs
The FGDs were conducted at the rural block Commu-
nity health centre following prior notice to the concerned 
authorities. FGDs were conducted during December 
2019– January 2020. Each FGD lasted for 1 to 1.5 h.

Qualitative analysis
Prior to analysis, the data was deidentified and was 
reviewed through reading of the field notes and active 
listening of the interview recordings. All the audio-
recorded interviews and the handwritten field notes were 
transcribed and translated from vernacular language to 
English for further analysis. All the IDIs and FGDs tran-
scripts were read by MM and AP (researcher triangu-
lated) and were organized into easily retrievable sections 
as per topic guides. Familiarizing the data was done by 
means of reading and re-reading, making memos and 
summaries before the commencement of formal analysis. 
Codes were identified from the IDI transcripts (induc-
tive logic) followed by categorization manually. Phrases, 
sentences, or paragraphs from IDI transcripts were 
arranged according to initial categories. The additional 
information obtained from the FGD and their reasons 
were arranged as per the retrieved categories from IDIs 
(deductive logic). A thematic diagram using free online 
diagram software draw.io [15] was developed to under-
stand the drivers of CHWs' performance linking the vari-
ous codes across the identified categories [16].

Results
A total of 39 CHWs participated which consisted of 20 
IDIs of CHWs (11 from RLP and 9 from RHP) and two 
FGDs (including 11 RHP CHWs and 8 RLP CHWs). The 
median (IQR) age of CHWs (n = 39) were 31(28–35) years 
with 21(54%) having completed high school education 
and above. Also, 25(64%) of CHWs had above or equal 
to 6 years of working experience as CHW. Majority of 
19(49%) CHWs belonged to other background class fol-
lowed by 6(15%) in General, 8(21%) in Scheduled caste 
and 6(15%) in Scheduled Tribe categories. About 24(52%) 
belonged to below poverty line as compared to 15(38%) 
with above poverty line. All the CHWs were married and 
Hindu by religion except one CHW. Nearly three fourth 
29(74%) had more than four family members residing 
along with them. However, only 36(92.3%) CHWs had 
less than two under five children. Out of 20 CHWs, 11 
from RLPs and 9 from RHPs participated in the inter-
views and there was no new information obtained after 
7–8 interviews. Also, additional data collected in FGD 
from 11 RHPs and 8 RLPs did not lead to any new infor-
mation (Additional file 2).

The major factors identified to influence the CHWs' 
performance from the RHP and RLP CHWs perspective 
were summarised under the themes such as contextual 

factors, health system and the individual factors. Each 
theme along with their categories are displayed in Fig. 2 
where contextual and health system influencers were 
extrinsic in nature while the third dealt with the intrinsic 
contentment. The concerns of RHP CHWs were predom-
inantly intrinsic and related to health system challenges. 
However, those of RLP CHWs were due to lesser oppor-
tunities mainly driven by community’s response and 
familial issues. While problems related to non-availability 
of transport, insufficient incentives and feeling of over-
burden were common to both RHP and RLP CHWs.

Theme 1- contextual level influencers
The three categories namely remoteness of village, com-
munity attitude and behaviour towards the CHWs and 
population heterogeneity constitutes the contextual level 
theme.

Remoteness of the village
Few of the CHWs were from the remote villages that had 
transport difficulties i.e., either non-availability or lack of 
timely availability of vehicle. This fact led to a lack of ful-
filment of assigned tasks, such as the referral of antena-
tal mothers and sick patients. For instance, there was an 
incident where home delivery had occurred due to delay 
in the availability of vehicle in a village as detailed in this 
verbatim below by RLP CHW,

“There was a problem with the referral of antenatal 
woman for delivery due to the unavailability of XXX 
public transport vehicle. There was only one vehicle 
available for transport then, and sometimes even 
that happened to arrive late”. (RLP CHWs, CHC).
“There was one incident where a home delivery hap-
pened in our village after we had repeatedly called 
the XXX public transport vehicle at least 4–5 times. 
They kept saying that they were coming, and we 
waited for two hours, during which the delivery hap-
pened at home itself. Even we are not paid enough to 
afford arranging a vehicle and facilitating her to the 
hospital”. (RLP CHWs, PHC).

Such incidents lead to community dissatisfaction, lack 
of trust and support by the residents during the time of 
their survey as evident below,

Whenever we conduct village surveys, the residents 
of the village often tell us that, “You always keep 
roaming around the village for collecting informa-
tion for one or the other survey, yet nothing changes 
for us. You don’t have any medicines either, when 
we approach you for illness-related concerns”. (RLP 
CHWs, CHC).
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One of the Medical Officers confessed that the CHWs 
get overburdened with so many activities, and they have 
problems while accompanying ANC cases and referral of 
sick children due to transport issues.

Community attitude and behaviour towards CHWs
Lack of awareness among the community members was 
perceived by CHWs as a hindrance to the optimum per-
formance. For example,

“Most of the time, it was the mindset of the people 
that we felt challenging to change. There was an 
instance when a small child in our village had a 
fever, and a few people from that area believed it 
was normal without treating the child. It was dif-
ficult to make them understand that it was not so, 
and appropriate timely action has to be taken”. (RLP 
CHWs, PHC).

It was also quoted by one of the CHW that there were 
some localities where problem of alcohol abuse is 
high because of whom they faced problems like lack of 
co-operation.

There are a few people in our tribal area who con-
sume alcohol and don’t choose to listen to us. They 

often raise their voice against us when we counsel 
them. Once I had counselled a couple regarding 
the two-child norms, for which they replied that, 
“We will have as many children as we want and it 
is ultimately us who take care of the children.” (RLP 
CHWs, PHC).

One of the CHWs stated that she faced a major barrier 
while carrying out her duties due to discriminatory atti-
tudes and behaviour by a few of her villagers.

There are people belonging to a particular class 
XXX, where they hide their newborns saying that, 
“the evil spirits will curse the child if they bring 
them out and subsequently will not encourage us to 
examine them during our home visits.” However, they 
bring their children during the vaccination sessions 
at Anganwadi” (RLP CHWs, PHC).

Population heterogeneity
Few CHWs were of the opinion that the amount of work 
executed by them were not population dependant i.e., 
they had to execute the same list of tasks as that of the 
CHWs tackling larger population.

Fig. 2  Thematic framework of determinants of RHP and RLP CHWs' performance from their perspectives in study setting of Madhya Pradesh, India be-
tween 2019–2020
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“Whether the village is big or small it doesn’t matter, 
as we need to work in the same way” (RLP CHWs, 
PHC).

Also, it was quoted that migration of the residents to 
towns and cities gave rise to a smaller number of benefi-
ciaries (children, eligible couples in the Anganwadi). This 
emigration further caused a dip in the honorarium as 
stated below,

“Many people are residing outside the village and I 
only get to facilitate two deliveries in a year” (RLP 
CHWs, PHC).

Theme 2- health system level influencers of CHWs 
performance
Health System related factors tend to predominantly 
influence the performance of CHWs among all the other 
themes. The categories are explained in detail as follows.

Irregular and insufficient payment of incentives
CHWs stated that they received irregular and insufficient 
incentives that indirectly influenced their job satisfac-
tion and thrive to perform better. A few of their concerns 
were discussed below as verbatims:

We are paid very less no matter what we do. During 
the meeting we were told that, “this is a social ser-
vice and there is nothing much to do with incentives”. 
(RHP CHWs, CHC).

Another CHW quoted, “We need to get regular incentives 
so that we stay satisfied with our job as we are leaving 
household activities for doing this work. We should get the 
feel that we are paid fair.” (RHP CHWs, PHC).

Due to insufficient incentives, they were unable to 
meet their transport expenses (as quoted above) dur-
ing the time of referral or meetings and the photocopies 
expenditure. They were said to be tackled up to a certain 
extent by the funds from the “Arogya Kendra Samiti” 
(local committee for pooling funds related to health care 
activities).

The interaction with the higher official from block level 
to explore for the delay of payments revealed the delayed 
claim submission and software problem led to delay in 
payments. The verbatim of the official is given below:

“Late submission of the proof forms (containing the 
monthly activities performed) by the CHWs to their 
supervisors led to accumulation of payments. Sec-
ondly, there was technical software issues unlike the 
system in the past that led to delay in processing 
payments. There was an issue with the familiarisa-
tion, due to launch of this new software. Although 

there was an initial delay, it has now been rectified 
and efforts has been made to ensure regular pay-
ments since the last few months”.

Another official said “non-availability of funds” as the 
reason for delay in payments.

Scarcity of drugs supply
Scarcity of drug supply from their supervisors or health 
facilities added to their burden.

“We don’t get enough medical supplies, yet there 
are a few people in our village who asks for them in 
order to provide others. What do we do in such a sit-
uation? Every village face unique health challenges 
yet people don’t understand our struggles. Instead, 
they make fun of us” (RHP CHWs, CHC).

The probable reasons quoted by higher officials were, 
related to logistics inventory management coupled with 
lack of human resource and coordination.

Delay in the procurement of the monthly stock by the 
ANMs from the respective PHC/CHC caused selective 
dispersal of medicines from the higher health facility i.e. 
CHC/District hospital as per their availability. It was per-
ceived that the medicines were largely dispensed before 
expiry by the ANMs. Hence, the provided stock was 
available for the limited duration of time which further 
perpetuated the shortage.

“Inadequate human resource in the PHC and lack 
of co-ordination between the Pharmacist and the 
ANM were reported to play an important role in the 
availability of drugs” as said by one of the medical 
officers.

Patronage and benefaction
Lack of adequate and timely support from their supervi-
sors added to the lacuna in knowledge and their practice. 
However, few CHWs had quoted that their supervisors 
were very supportive which gave a mixed picture on 
supervision.

“There should be more guidance and support from 
the facilitators. We have no problem in obeying the 
order of our facilitators, as it is our job to obey the 
orders. But some of us receive only less assistance” 
(RHP CHW, PHC).
One of them commented as “their CHW facilitator 
XXX helps them, but our facilitator YYY has barely 
shown up in the field over the last two months” (RLP 
CHW, PHC).
Our facilitator is very good and helps in almost 
everything. If I indulge in mobilising the patients, 
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then she even takes care of documentation work. She 
provides good support in maintaining our registers 
(RHP CHW, CHC).

Lack of peer support
Due to lack of proper dissemination of duties among 
the peer groups (ANM, CHW facilitator, AWW), there 
was lack of co-ordination while executing activities like 
immunisation and perhaps has raised the work burden 
over the CHWs.

“Whatever work Anganwadi worker or ANM receive, 
they will push it towards us. This adds on to our 
additional pressure” (RHP CHWs, PHC).

Theme 3-Intrinsic contentment of CHWs performance
Lack of recognition from the health facility
It has been widely observed that when CHWs accompany 
antenatal cases, no separate rooms were there for them, 
so they had to wait outside for hours that accounted for 
security concerns especially during night.

“We are not provided anything in hospitals when we 
accompany the antenatal mothers for institutional 
delivery. We keep moving from one place to other as 
we don’t have a proper space of our own where we 
can work, sit, eat and sleep. In those instances, we 
keep waiting outside exposing us to mosquito bites” 
(RHP CHWs, CHC).
The peers generally state that, “She has job and she 
will do the job and earn name for herself. But in 
reality, we neither benefit from name nor money.” We 
receive incentives for the tasks we do” (RHP CHWs, 
PHC)

.

Familial issues
Certain factors like no definite working hours have been 
widely quoted by large number of CHWs that there was 
no adequate family support especially among those who 
had Under five children during festival times.

“Whether we are sick or not it does not matter. If we 
are asked to be somewhere at 8:00 pm, we generally 
have no choice but to go only” (RHP CHWs, CHC).
“The real challenge lies when we need to leave small 
children at home and go for work. Our family mem-
bers also have an issue adjusting with the household 
duties as there is no definite working hours” (RHP 
CHWs, CHC).

Natural causes
There were reported circumstances like working dur-
ing rainy seasons which hampered their service delivery. 
Also, there were no provision of medical benefits espe-
cially during illness and other conditions like pregnancy, 
lactation period which added on to their dissatisfaction 
towards the job.

“Even if it is Diwali (celebration time) or flooding in 
the roads or extremely cold weather still, we have to 
go whenever there is a necessity in the village and 
that’s why we are working as CHWs” (RHP CHWs, 
CHC).
“Irrespective of circumstances such as pregnancy, 
breast feeding and menstruation, ASHA has to go if 
she is called for” (RHP CHWs, PHC)..

The 4Cs triangular subjective realistic model
The “4Cs triangular Subjective realistic model” was devel-
oped that summarises the real-life experiences from the 
interactions between the CHWs and their peers from 
the perspectives of the stakeholders. This model explains 
the complex interactions from the context i.e., active 
partnership experiences shared between CHWs and the 
peers. Clashes refers to those problems which were faced 
by the peer groups while working with the CHWs which 
had caused complications that required extra efforts 
from either of them for accomplishing the assigned tasks. 
Coherence refers to those active measures that could be 
taken in future to improve their co-ordination and ulti-
mately the performance of CHWs as suggested by the 
ANMs, LHVs and the MPWs.

The context refers to those activities which were 
shared by the CHWs with the peers like ANM, LHV and 
the MPWs as shown in Table  1. The clashes that were 
encountered were summarized in Table 2 below with the 
complications that occurred simultaneously and the cor-
rective steps that were suggested.

CHWs' performance from the perspective of village leaders

One of them felt that “the CHWs' performance was 
good and they had no issues coordinating with them 
except for the fact that they had issues while they 
had to refer the patients to higher health facilities”. 
(Village head, RLP CHWs)
Another added that, “her communication skills were 
good and so simple that the village people could 
understand it better”. (Village head, RHP CHWs)

When questioned on her attitude to work one of them 
replied as, “it is a permanent government job. Also, it is a 
social service and their knowledge improves as they work. 
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Hence, ASHAs had volunteered for this job”. (Village head, 
RHP CHWs)

All the five village leaders had suggested that additional 
training should be given with provisions for regular sal-
ary. Also, transport arrangements must be ensured to 
improve their performance.

Discussion
Our study highlighted the complex interplay of factors 
that influence the performance of CHWs in India. The 
major determinants of their performance were broadly 
classified as extrinsic contentment that included the 
contextual, health system influencers and intrinsic con-
tentment. This approach was adapted from the method-
ological framework employed in a study by Gopalan et 
al. [17], which investigated performance-related determi-
nants among community health workers (CHWs). One of 
the critical barriers identified in the current study, con-
sistent with previous literature, was the issue of trans-
portation. Transport-related challenge has been cited in 
the context of CHW service delivery, particularly in geo-
graphically remote or underserved regions by Kok et al. 
[18]. Also, other studies have emphasized the impact of 
difficult terrain and poor road infrastructure on health 
service accessibility [19–23]. Such conditions often hin-
der the timely availability and utilization of transport 
services, thereby affecting the CHWs’ ability to make 
household visits, attend health facilities, or mobilize ben-
eficiaries to outreach sessions.

 In addition to transportation constraints, this study 
identified poor network connectivity in remote villages 
as a significant operational challenge. This limitation has 

critical implications for CHWs’ performance, as mobile 
phones serve as a central tool for real-time data entry, 
communication with supervisors, and coordination of 
services during VHNDs. Given the increasing reliance 
on mobile-based digital platforms for health informa-
tion systems and service delivery, uninterrupted access 
to mobile networks is essential for ensuring timely and 
accurate documentation, follow-ups, and service facilita-
tion. These contextual barriers underline the importance 
of infrastructure improvements and targeted policy inter-
ventions to strengthen CHW support systems, particu-
larly in geographically and digitally underserved settings. 

The gaps in community awareness and the persis-
tence of certain sociocultural beliefs identified in our 
study may be effectively addressed through the cultural 
familiarity and shared lived experiences of CHWs within 
their communities. This intrinsic alignment between 
CHWs and community members enables them to com-
municate the benefits and relevance of health services 
in a contextually appropriate manner that resonates 
with local values, norms, and belief systems. The piv-
otal role of community participation and social support 
in overcoming barriers to the acceptance and utilization 
of health services is well-documented in the literature 
[1, 24–27]. For instance, initiatives such as participatory 
audits of public health services in Maharashtra and the 
establishment of community information hubs in Guja-
rat exemplify community-led accountability mechanisms 
and empowerment processes that foster greater trust 
in the health system [28]. These interventions not only 
enhance transparency and responsiveness but also rein-
force the credibility of CHWs. Embedding CHWs within 

Table 1  Nature of activities performed by CHWs in association with the peer groups in Madhya Pradesh, India between 2019–2020
Nature of tasks List of activities Peers 

involved
Immunization service delivery Preparation of due list. ANM

Community mobilization during the time of session.
Documentation while delivering immunisation services.

Maternal Health services delivery Home visit following delivery of child. Mainly 
accom-
plished 
by 
CHWs 
along-
side the 
ANM, 
super-
vised by 
the LHV.

Counselling of Antenatal mothers.
Blood tests during the pregnancy.
Measuring weight of ANC cases.
Identifying the ANC Cases and facilitating their registration.
In mobilising ANC cases during delivery.

Family planning services Community mobilisation to seek family planning service from the health facility.
Counselling regarding the family planning options.

Record based services Demographic survey of the village ANM
Record entries

Child health Referral of Severe acute malnutrition child to the Nutrition Rehabilitation Centre 
with the help of CHWs.

ANM

Disease control activities In preparing slides for the malaria case suspect. MPW
Accompanying during house-to-house larval survey
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such participatory structures can further optimize their 
performance by enhancing their legitimacy, improv-
ing communication pathways, and fostering collective 
responsibility for health. 

Several extrinsic factors influencing CHWs’ perfor-
mance, identified in our study, present opportunities for 
systemic modifications and case-specific interventions. 
For instance, safety concerns reported by CHWs particu-
larly when accompanying clients during late hours with-
out access to a dedicated vehicle or secure infrastructure 
highlight a pressing need for improvements at the level of 
First Referral Units (FRUs). Provision of transport facili-
ties and designated rooms for maternal and emergency 
care within FRUs can help alleviate these challenges. 

A prominent source of demotivation among CHWs 
was the irregularity of performance-based incentives and 
frequent stock-outs of essential medicines. These find-
ings align with earlier studies documenting similar issues 
across various settings [18, 19, 27, 29, 30]. In our context, 
delays in incentive disbursement were often linked to 
late submission of documentation and technical difficul-
ties associated with transitioning to new digital reporting 
platforms. These operational challenges suggest the need 
for enhanced technical support and streamlined work-
flows at the CHW supervisor and sub-district adminis-
trative levels. Moreover, it underscores the importance of 
aligning incentives with the time and effort invested by 
CHWs, adjusted for contextual variations in workload. 

The problem of drug shortages, on the other hand, was 
largely attributed to gaps in procurement logistics, inven-
tory management, and accountability structures, which 
varied across districts. Addressing these systemic inef-
ficiencies through improved supply chain oversight and 
decentralized stock monitoring may improve service 
delivery consistency. 

Another noteworthy finding was the burden imposed 
by concurrent health surveys and vertical programs, 
contributing to CHW fatigue and dissatisfaction. This 
observation echoes findings from Oliveira et al. [31], 
who reported that fragmented program implementation 
can undermine CHW efficiency and morale. To mitigate 
such stressors, fostering psychological resilience through 
structured peer support, mentorship programs, and 
stronger interpersonal relationships within the health 
workforce is essential [32]. 

Intrinsic factors also played a significant role in 
influencing the performance of CHWs. Notably, fam-
ily support emerged as a strong motivating factor, as 
acknowledged both by CHWs themselves and by their 
stakeholders. Most CHWs in our study were married and 
had children, which contributed to a sense of responsi-
bility and personal connection to maternal and child 
health issues. These findings are consistent with those 
reported by Tripathy et al. [11] and Sarin et al. [33], who 

highlighted familial backing as a cornerstone of CHW 
motivation and community engagement. 

Educational attainment was another factor perceived 
by peers and supervisors to critically influence CHWs' 
performance, particularly in administrative responsibili-
ties such as maintaining records and using digital report-
ing systems. Previous studies have also linked higher 
educational levels with improved performance among 
CHWs [9, 34]. However, the lack of formal education 
does not necessarily preclude effectiveness; this gap can 
be addressed through regular, targeted training and a 
supportive supervisory environment. Such measures may 
enhance CHW competence, foster community trust, and 
ultimately improve health-seeking behaviour among ben-
eficiaries, as suggested by Glenton et al. [30].

An additional context-specific barrier identified 
through interviews with Lady Health Visitors (LHVs) 
was population migration, which resulted in a reduced 
number of beneficiaries and reluctance among commu-
nity members to take up CHW roles. This phenomenon, 
driven by rapid urbanization, presents a challenge for 
sustaining the CHW workforce, especially when incen-
tives are directly tied to service uptake and population 
coverage.

Our parallel publications have examined other influ-
encing factors that differentiate RHP CHWs from RLPs, 
including socio-demographic characteristics, training 
quality, knowledge and skill levels, availability of drugs 
and equipment, intrinsic motivation, job satisfaction, and 
the nature and frequency of supportive supervision [14, 
35, 36]. These findings collectively underscore the mul-
tifaceted determinants of CHW performance and point 
toward targeted strategies for workforce strengthening in 
similar settings.

Strengths and limitations of the study

 	• Comprehensive incorporation of the stakeholders 
from the village up to block level, using a 
combination of qualitative inquiry techniques were 
undertaken.

 	• The interpretation achieved from IDIs were validated 
subsequently in FGD from a classic approach and the 
ability to consider a wide spectrum of factors can be 
considered as strength of the study.

 	• The hierarchy of inherent power dynamics among 
the stakeholders and difficulty to ensure spillage of 
responses due to transection communication added 
to the limitation.

Recommendations
Regular stakeholder meetings should emphasise 
shared responsibilities and promote structured con-
flict resolution mechanisms to foster a supportive work 



Page 11 of 13Gouroumourty et al. BMC Primary Care          (2025) 26:179 

environment for Community Health Workers (CHWs). 
Such engagement can enhance inter-professional collab-
oration and improve CHW integration within the health 
system. Furthermore, the development of equitable 
incentive structures is essential. Existing performance-
based models may not adequately reflect workload varia-
tions arising from population size, task complexity, and 
geographic constraints. Therefore, modeling approaches, 
such as time-motion studies, should be employed to 
assess task-specific demands and optimize incentive 
frameworks accordingly. These efforts can contribute to 
improved motivation, job satisfaction, and retention of 
CHWs, ultimately strengthening community-level ser-
vice delivery and health outcomes.

Conclusion
The performance of Community Health Workers 
(CHWs) is shaped by a dynamic interplay of intrinsic and 
extrinsic factors that influence each other bidirectionally. 
Understanding these drivers and systematically address-
ing the associated challenges ranging from logistical and 
infrastructural barriers to motivational and socio-cul-
tural influences is essential for enhancing their effective-
ness. Strengthening these determinants can contribute to 
the sustained engagement and improved performance of 
CHWs, thereby advancing the quality and reach of com-
munity-based healthcare services.
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